Centers for Disease Control Cancer and
Steroid Hormone Study. trial to evaluate the impact of an inreach intervention on cancer screening among women enrolled in a low-income managed care program.
Methods
The study was conducted in a population served by a federally funded community health center that provides an insurancelike package ofbenefits for individuals at or below 200% of the poverty level. Enrollees pay a monthly premium (based on family size and income) for which they receive primary and specialty care from their choice of approximately 700 physicians at more than 80 clinic sites in an 11-county area of Wisconsin. Screening mammograms and Pap tests are covered benefits.
Computerized medical claims data were reviewed to identify female enrollees 40 to 79 years of age. Those without a claim for a mammogram in the previous 18 months (for those 50 years old or older) or the previous 2 years (for those 40 to 49 years old) and/or those without a claim for a Pap test in the previous 3 years were randomly assigned to an intervention or control group based on the penultimate digit of their medical history number.
Women in the control group received usual care. Women in the intervention group received a two-part intervention. First, each woman received a reminder letter from her primary care physician (or the medical director of the community health center if a primary physician could not be identified) based on which screening test(s) she needed. Second, women received a follow-up telephone call from a health educator (i.e., a nurse or social work intern) within 7 to 10 days after the letter was mailed; the purpose of the call was to offer barriers counseling and/or assistance with appointment scheduling. Women without a telephone received a second letter. Additional information about the study design and intervention has been presented elsewhere. ' bFrom mailed survey of study subjects. ate study subjects by their physicians and therefore did not receive the intervention. These women were included in the analysis, however, since similar criteria for exclusion could not be identified among women in the control group.
Results
Of the 1105 women who met the study criteria regarding age and current enrollment, 659 (57%) were in need of one or more screening tests. There were no significant differences (P < .05) between the intervention and control groups in the distribution of screening tests needed, age, or other background characteristics ( Table 1 ). The overall response rate to the follow-up mailed survey was 87% (n = 573), with no significant difference between the intervention and control groups.
Intervention letters were signed by 110 primary care physicians at 30 different clinic sites. Thirty-one percent (n = 103) of the letters were signed by the medical director of the community health center. No letters were returned as undeliverable, and only 13 women were not reached by telephone. At the time of the telephone contact, 16% of the women had already made an appointment for screening in direct response to the physician reminder letter.
Women in the intervention group were significantly more likely to receive all needed cancer screening tests during the follow-up period than women in the control group (Table 2) . Within the intervention and control groups, screening rates for survey respondents did not vary significantly from those ofnonrespondents (P > .05). Logistic regression analyses (not shown) suggested that, after intervention status, age, education, and other background characteristics had been controlled, women reporting the need to take time off from work to go to the doctor had significantly lower odds of receiving all needed screening tests during the follow-up period (odds ratio [OR] = 0.49, 95% confidence interval [CI] = 0.28,0.85).
Discussion
Women with low family incomes have lower rates of breast and cervical cancer screening than the general population.7'-2 t820 However, removing cost as a barrier does not ensure screening. 21, 22 Knowledge, attitudinal, and logistical barriers also need to be addressed if screening use rates are to increase.
A mailed reminder letter from a physician combined with telephone contact from a health educator significantly increased the odds of receiving breast and cervical cancer screening. Our results build on previous studies by showing that a reminder intervention can increase both breast and cervical cancer screening in a low-income and geographically dispersed population with benefit coverage for the tests. In addition, an important finding was that women who reported having to take time off from work to go to the doctor had significantly lower odds of getting screened.
The main strengths of this study are its design (i.e., a randomized controlled trial), the quality of medical claims data used to identify eligible subjects and assess screening behavior, and the fact that both breast and cervical cancer screening were addressed. A limitation of the study design is that it did not allow for an assessment of the relative impact of the physician reminder letter vs the telephone contact. In addition, the results may not 836 American Journal of Public Health be generalizable to populations whose cancer screening benefit coverage requires a copayment.
As the number of managed care programs that include low-income populations increases, clinical inreach strategies are a promising method for meeting Year 2000 breast and cervical cancer screening objectives for low-income women. 23 The study results presented here suggest that a physician reminder letter, combined with telephone contact, is one such effective strategy. Additional research is needed to guide the design and evaluation of culturally appropriate inreach interventions for women's cancer screening in underserved populations. O
